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Stigmas toward those who have mental illnesses are wide-spread and detrimental to the health and well- 
being of those suffering fi'om these debilitating conditions, and to society as a whole. Stigma-reducing pro- 
grams are plentiful but many are only marginally effective. In this paper we describe and evaluate a course 
in Psychopathology that included service-learning and reflection activities as central course components. 
Compared to a control group, service-learners’ attitudes toward the mentally ill were more uniformly 
positive and compassionate after they completed the course. We discuss these results from a broad ser- 
vice-learning perspective. 


Negative attitudes or stigmas toward those who 
have mental illness are real, painful, and damaging. 
Graf and colleagues (2004) reported that for people 
with mental illnesses, experiencing negative social 
stigma is strongly associated with a lower overall 
quality of life. According to the United States 
Substance Abuse and Mental Health Services 
Administration (SAMHSA), negative stigmas dis- 
courage people with mental illness from getting men- 
tal health treatment; keep them from getting good 
jobs and advancing in the workplace; lead to fear, 
mistmst, and violence; result in inadequate insurance 
coverage; and can lead to prejudice and discrimina- 
tion (National Mental Health Information Center, 
2008). Stigmas against the mentally ill are common 
in today’s society. Johnstone (2001) observed that 
these negative views are “deeply ingrained (and often 
stmcturally reinforced) societal attitudes of fear, 
ignorance, and intolerance” (p. 204), making them 
extremely difficult to modulate. 

The mainstream media may play a part in formu- 
lating and perpetuating negative attitudes toward 
those with mental illnesses. For example, despite the 
fact that those with mental illness are much more 
likely to be victims of crime, they are most often por- 
trayed on television and in the movies as the perpe- 
trators of crime (Eisenberg, 2005). Widely distrib- 
uted news coverage of the small minority of people 
with mental illness who do commit heinous crimes, 
along with mainstream media’s pervasively negative 
representation of those with mental illnesses, is com- 
mon and often times sensationalized (e.g., Lawson & 
Fonts, 2004; Stuart, 2006). For example. The NBC 
News Corporation (NBC News, 2008) recently 


reported an account of a man who drowned his three 
young children in a hotel bathtub in Rockville, 
Maryland. He was embroiled with his ex-wife in a 
bitter custody battle when he took the childrens’ lives 
and then attempted to take his own. World-wide news 
accounts of this tragic circumstance were quick to 
report that he had a “history of mental problems.” 
The only evidence they cited detailing the presence 
of mental illness was that he had been seen “sleeping 
in his car” and engaged in the practice of “bringing 
strangers to his home.” 

Reports such as these may have long-standing 
and wide-reaching effects on how the general pub- 
lic views those who struggle with mental health 
issues. The mentally ill tend to be characterized as 
dangerous, violent, unintelligent, isolative, and 
impersonal often resulting in negative views and 
attitudes toward them that may translate into dis- 
crimination and/or prejudicial practices. For 
instance. Page (1977) found that researchers 
responding to classified advertisements for apart- 
ments or rooms for rent, when posing as a person 
with a mental illness, or on behalf of a person with 
mental illness, were “refused rooms for rent signif- 
icantly more often that were persons using no men- 
tal illness identification” (p. 85). In fact, they were 
discriminated against equally often as researchers 
feigning to be criminals soon to be released from 
prison. Society’s biases and stigmas directly 
impact those with mental illness in many ways. 

In a UK survey of people with mental illness, 
Stuart (2006) noted that over half of mental health 
consumers reported that stigma from negative media 
coverage had a deleterious effect on their own men- 
tal health. One third of the respondents reported that 
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their natural and informal social support networks 
(i.e., friends, family members, etc.) had withdrawn 
their support following negative media coverage of 
mental illness. These respondents put off applying 
for jobs, abandoned plans to do volunteer work, and 
experienced hostility from neighbors or local com- 
munities following these events. The general public, 
using readily available media accounts as a primary 
source of information, has historically approached 
those with mental illness with fear, distrust, and dis- 
like (e.g., Cumming & Cumming, 1957; Nunnaly, 
1961). Such attitudes impact the quality of life and 
the availability of effective treatment for those with 
psychiatric problems. 

Research on the various factors that influence an 
individual’s positive or negative views of mental ill- 
ness is not new. Age, gender, socioeconomic status, 
experience with people who have mental illness, 
level of education, race, ethnic background, and other 
variables have all been explored thoroughly. 
However, as is often the case with complex behavior, 
results from these studies are often mixed and some- 
times contradictory. Many studies have focused on 
three core variables: education about mental illness, 
exposure to people with mental illness, and extended 
contact with people who have mental illnesses. 

Trute and Lowen (1978) found the amount of con- 
tact a person has with those who have mental illness 
is associated with more positive attitudes toward the 
mentally ill as a whole. But contact alone may not be 
sufficient. Sellick and Goodear (1985) found that 
simple exposure did not seem to matter as much as 
one’s age and level of education. Counterintuitively, 
they found that older and less educated people had a 
more tolerant attitude toward those who were men- 
tally ill. Conversely, in a Canadian sample, Slip, 
Caron, and Mancini-Marie (2006) found that 
younger, more educated people had more tolerant 
and understanding views than older and less educat- 
ed citizens. Once again, the data are confusing and 
sometimes contradictory. Age, level of education, 
and contact appear to be important variables, but 
what about education specific to mental illness? 

The general consensus is that education about 
mental illnesses is associated with more positive atti- 
tudes toward those who have these conditions. 
Intuitively, the more one knows about mental illness 
and the people who have them, the more tolerant, 
understanding, and sympathetic one is. However, 
studies that examined education as a mediating fac- 
tor report disparate results (see Malla & Shaw, 1987). 
The type of educational experience, whether com- 
bined with personal contact, and whether the contact 
occurs in a supportive or non- supportive environ- 
ment, may also play a crucial role. Jaffe, Maoz, and 
Avram (1979) found that education combined with 


Service-Learning with the Mentally III 

hands-on experience in a hospital environment that 
was warm, accepting, and optimistic brought about 
greater reductions in stigmas and negative stereo- 
types than either education or hands-on experiences 
alone. Further, they found that education and hands- 
on experience were even more successful than hands- 
on experience in a facility where negativity and 
authoritarian attitudes abound. However, Phelan and 
Basow (2007) found that expressed empathy toward 
those with mental illness was more predictive of 
decreased desire for social distance than was any 
type of educational experience about mental illness. 
They speculated that more sustained contact with 
people who have mental illness is what likely leads to 
more empathy and compassion. 

In an attempt to tease out the effects of education 
versus exposure to people with mental illness, 
Wallach (2004) studied the impact on different types 
of educational experiences on students’ views and 
attitudes toward those with mental illnesses. She 
compared the attitudes of students in a semester-long 
Psychopathology course to the attitudes of students 
in a survey psychology course who received limited 
discussion of mental health issues within the context 
of a chapter in a textbook. Some of the participants in 
the Psychopathology class received course content 
only, some participated in course experiences along 
with orientations of and visits to mental health facil- 
ities, and some students received course experiences, 
orientations and visits, and provided extended volun- 
teer service with people afflicted with mental illness. 

Wallach (2004) found that those students in the 
Psychopathology course who volunteered for an 
extended time showed the greatest reduction in neg- 
ative attitudes toward people with mental illness. 
Students in the survey psychology course evidenced 
relatively little change. Those in the Psychopathology 
course-only group demonstrated small and tempo- 
rary changes in their negative attitudes while those in 
the Psychopathology course who toured and visited 
mental health facilities actually became more nega- 
tive in their views. 

Wallach (2004) concluded that education about 
psychopathology and mental illness may serve to 
change negative attitudes among college students, 
but the effect may be somewhat temporary. She 
argued that to be effective in altering attitudes and 
perceptions, “experience is an important vehicle for 
change” (p. 238) and to be most effective, the expe- 
riences should be “voluntary, prolonged, in a sup- 
portive context, and with a representative of the pop- 
ulation” (p. 238). She found that the nature and qual- 
ity of experience was an important factor in attitude 
change. Working with people who have mental ill- 
ness was superior to tours or facility visits alone. In 
fact, she found that “partial exposure may be detri- 
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mental” (p. 245) to students’ attitudes even when 
compared to a no exposure, education only group. 

Although Wallach (2004) provided convincing evi- 
dence that education and experience are important 
factors in reducing negative perceptions and atti- 
tudes, we observed some methodological concerns 
with her study. First, students in the psychopatholo- 
gy class self-selected to work in the facility, to visit 
facilities, or to do neither. Those who volunteered 
were excused from writing a term paper. Second, 
Wallach noted that those who chose to volunteer had 
lower authoritarian attitudes (the belief that mental 
health patients were inferior) throughout the experi- 
ment so there may have been different perceptions 
and attitudes in these students from the onset. Third, 
Wallach offered few details regarding the volunteer 
students’ experiences or their perceptions of the ser- 
vice activities. Finally, her control group consisted of 
students from a survey course in psychology while 
those students in the experimental group were 
enrolled in a course in psychopathology. Survey 
courses are typically lower division classes taken pre- 
dominantly by newer students while psychopatholo- 
gy courses typically serve more advanced students. 
The difference in educational experience may have 
influenced Wallach’s results as well. Despite these 
areas of concern, her findings are compelling and 
may provide a basis for improved stigma-reducing 
educational programs that include didactic instruc- 
tion, introduction and orientation to mental health 
programs and facilities, and more importantly, the 
chance to volunteer for and/or with people who have 
mental illness. One such educational package might 
be realized through incorporating a service-learning 
component into the core curriculum of a college 
course in psychopathology. 

Service-learning is fundamentally different from 
volunteer work because it ties community service to 
an established curriculum in a way that elicits reci- 
procity between the community group or agency 
being served and the student (Kretchmar, 2001). 
Common definitions of learning encompass the idea 
of change in one’s behavior or attitude (e.g., Catania, 
1998). Service-learning provides one such process 
by which learning (change in attitude and/or behav- 
ior) can take place. In part, service-learning involves 
active application and integration of theoretical and 
factual information. The effects of service-learning 
appear to generalize across many domains and be 
robust in producing attitudinal shifts (e.g., Astin & 
Sax, 1998). 

Service-learning includes a reflective process and 
active integration of the experience back into an aca- 
demic course, often times in the form of a paper or 
report (Levinson, 1990). Students become active 
learners in the most experiential way. Studies have 


demonstrated that as students engage in service- 
learning their classroom-based learning is reinforced 
and solidified in real-world settings. The literature is 
replete with positive student outcomes including 
intellectual growth, academic achievement, and 
enhanced civic responsibility. Service-learning also 
effectively reduces generalized stereotypes, biases 
and prejudices (Erickson & O’Conner, 2000; 
Levinson, 1990; Rubin & Lannutti, 2001), and 
toward specific groups of people such as the elderly 
(e.g., Bowden & Roodin, 2001; Karasik, 2007), the 
impoverished (e.g., Davidson, 2009) the homeless 
(e.g., Feen-Calligan, 2008), and the racially and 
internationally diverse (e.g., Carney, 2004). 

While not labeled service-learning, psychology, as 
a science, has long recommended a hands-on, expe- 
riential approach to educational (APA, 1993; Dewey, 
1938). Many other disciplines are similar in their 
engaged pedagogical approach. Courses designed to 
educate people about mental illness and to help 
reduce stigmas are needed in many different educa- 
tional subjects. However, there is a paucity of litera- 
ture describing how this is done and very little 
inquiry into whether such an activity can help soften 
stigmas toward those with mental illness. 

The purpose of this research was to investigate and 
report the impact of a service-learning course as a 
method of softening the negative stigma individuals 
have toward the mentally ill. Based on the literature 
review above, we hypothesized that at the conclusion 
of a service-learning course in psychopathology, ser- 
vice-learning participants would report more positive 
attitudes toward those with mental illness than stu- 
dents in a control condition. 

Method 

Participants 

Of the 72 participants enrolled in three upper divi- 
sion psychology courses (Motivation and Emotion, 
Psychometrics, and Abnormal Psychology) at a 
medium-sized Western university, 54 completed this 
study. There were 16 men and 37 women (one par- 
ticipant did not identify his or her sex). There were 2 
(4%) First year students, 4 (7%) Sophomores, 15 
(28%) Juniors, and 30 (56%) Seniors. Thirty three 
(61%) were Psychology majors, 4 (7%) were 
Criminal Justice majors, and 4 (7%) were majoring 
in Nutrition. The remaining students represented var- 
ious disciplines across all 5 academic colleges of the 
university. The experimental group consisted of 20 
participants (7 men and 13 women, M age = 23.6 
years), and the control group was made up of 34 stu- 
dents (9 men and 25 women, M age = 22.3 years). All 
identified themselves as Caucasian (95%) or 
Hispanic (5%). The percentage of Psychology 


68 


majors and non-Psychology majors was equal for 
each group. 

Materials 

The Community Attitudes to Mental Illness 
(CAMI) scale (Taylor & Dear, 1981) is a 40-item 
scale measuring community attitudes toward those 
who have mental illness on a 5-point likert-type scale 
(l=Strongly Disagree, 5= Strongly Agree). The 
CAMI was derived from two widely-used instru- 
ments, the Opinions about Mental Illness (OMI) 
scale (Cohen & Struening, 1962) and the 
Community Mental Health Ideology (CMHI) scale 
(Baker & Schulberg, 1967). Specifically, the CAMI 
examines respondents’ authoritarian attitudes toward 
those with mental illness, attitudes toward social 
restrictiveness, benevolence toward the mentally ill, 
and community mental health ideology. Original 
work on the CAMI revealed a 4-factor structure with 
a substantial degree of correlation between the fac- 
tors. The factors accounted for 42 percent of the total 
variance. Coefficient Alpha reliabilities for the fac- 
tors ranged from .68-. 88 (Taylor & Dear). 
Subsequent work by Wolff, Pathare, Craig, and Leff 
(1996) found a three-factor solution to be the most 
appropriate. They labeled the factors. Fear and 
Exclusion, Social Control, and Goodwill. 

Literature reports on the CAMI contain inconsis- 
tent evidence for both 3 and 4 correlated factors, each 
with modest amounts of reliability. For this study we 
reverse scored selected items so that higher scores 
reflected more negative attitudes toward those with 
mental illness. In essence, we computed a score 
reflecting respondents’ generalized negative attitudes 
toward those with mental illness. The Cronbach’s 
Alpha coefficient for this 40-item scale was .90 with 
all items having item-total correlation coefficients 
ranging from .04 to .66. The Cronbach’s Alpha-if- 
Item-Deleted figures showed that each item con- 
tributed to the overall reliability of the scale. 

We then factor analyzed the CAMI items and, after 
examining the scree plot, derived a three factor solu- 
tion very similar to what Wolff et al. (1996) reported. 
The three factors accounted for 40% of the total scale 
variance (compared with Wolff et al.’s reported 
37.3%). Factor 1 accounted for 22.6% (compared 
with 29.3%), factor two accounted for 9.2% (com- 
pared with 4.8%), and factor 3 accounted for 6.2% of 
the total variance (compared with 3.3%). We exam- 
ined item loadings on each factor and found consis- 
tency between our data and Wollf’s reported factor 
structure. Factor 1 related to attitudes of fear and 
exclusion and it loaded heavily on items such as: “It 
is frightening to think of people with mental prob- 
lems living in residential neighborhoods,” and “Local 
residents have good reason to resist the location of 
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mental health services in their neighborhood”. 

Factor 2’s main theme was having a compassionate 
and empathizing view of those who have mental ill- 
ness. This factor loaded heavily on items such as: “We 
need to adopt a more tolerant attitude toward the men- 
tally ill in our society,” “The mentally ill have for too 
long been the subject of ridicule,” and “The mentally 
ill should not be treated as outcasts of society.” These 
items were reverse coded so higher scores reflect a 
less compassionate and empathizing attitude. 

Factor 3’s theme seemed to relate to social control 
and a desire to relegate those who have mental illness 
to isolation. It consisted of items such as: “As soon as 
a person shows signs of a mental disturbance, he 
should be hospitalized,” and “The mentally ill should 
be isolated from the rest of the community.” 

The CAMI factors subsequently included in this 
study were a 14-item Fear and Exclusion factor, a 
13-item Lack of Good Will factor, and a 13-item 
Social Control and Isolation factor. Each factor had 
good internal consistency with Coefficient Alpha 
reliabilities of .87, .82, and .79 respectively. 

In addition to the CAMI, all participants provided 
demographic information and answered items per- 
taining to their exposure to or experience with people 
who have mental illness. Participants endorsed 
whether or not they had an immediate family mem- 
ber who had been diagnosed with/or treated for a 
mental disorder {Family), and if they had ever 
worked for an agency treating people with mental 
disorders (Work). 

We explored the effect of the service-learning 
course in Abnormal Psychology on the results of the 
three CAMI factors across two different variables: 
Group membership (Service-Learning or Control) 
was coded as the Group variable. The three CAMI 
factor scores at the onset of the study compared to the 
factors scores at the conclusion of the study were 
identified by the variable name Time. 

Participants in the experimental group completed a 
6-item Service-learning Experiences (S-LE) survey 
designed for this study. Survey items asked students’ 
opinions of their service-learning experiences, 
whether the experiences were effective in helping 
them learn course material, and if they noted any 
change or alteration in their attitudes or perceptions of 
people with mental health issues. Participants 
responded to two items asking them to rate the over- 
all experience with the service-learning project on a 
1-7 scale with 1 being “Poor” and 7 being 
“Excellent.” The remaining 4 items asked about spe- 
cific components of the assignments (reflection, liter- 
ature review) and the overall impact (did it help to 
understand and modify biases, and was it impactful in 
helping respondents view people with mental illness 
more positively). These four items used a 5 point-lik- 
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Table 1 

CAMI Factor Loading and Cronbach’ s Alphas for N = 74 Students 


Factor 1 Fear and Exclusion Factor Loading 

It is frightening to think of people with mental problems living in residential neighborhoods. .86 

*Residents have nothing to fear from people coming into their neighborhood to obtain mental health services. .79 

*Locating mental health services in residential neighborhoods does not endanger local residents. .73 

*Less emphasis on should be placed on protecting the public from the mentally ill. .66 

A woman would be foolish to marry a man who has suffered from mental illness, even though he seems fully recovered. .63 

Having mental patients living within residential neighborhoods might be good therapy, but the risk to residents are too great. .62 

I would not want to live next door to someone who has been mentally ill. .59 

*Mental illness is an illness like any other. .48 

Local residents have good reason to resist the location of mental health services in their neighborhood. .48 

Anyone with a history of mental problems should be excluded from taking public office. .47 

*The mentally ill are far less of a danger than most people suppose. .36 

*Residents should accept the location of mental health facilities in their neighborhood to serve the needs of the local community. .34 
The mentally ill don’t deserve our sympathy. .31 

*Most women who were once patients in a mental hospital can be trusted as babysitters. .29 


Cronbach’s =.87 


Factor 2 Lack of Good Will 


*We need to adopt a far more tolerant attitude toward the mentally ill in our society. .82 

*The mentally ill have for too long been the subject of ridicule. .77 

*The best therapy for many mental patients is to be pait of a normal community. .70 

*We have a responsibility to provide the best possible care for the mentally ill. .67 

*The mentally ill should not be treated as outcasts of society. .61 

*Mental patients should be encouraged to assume the responsibilities of normal life. .54 

*The mentally ill should not be denied their individual rights. .53 

*Viitually anyone can become mentally ill. .50 

*As far as possible, mental health services should be provided through community based facilities. .46 

*No one has the right to exclude the mentally ill from their neighborhood. .44 

*Our mental hospitals seem more like prisons than places where the mentally ill can be cared for. .36 

*More tax money should be spent on the care and treatment of the mentally ill. .31 

The mentally ill should not be given any responsibility. -26 


Cronbach’s =.82 


Factor 3 Social Control and Isolation 


Mental patients need the same kind of control and discipline as a young child. .69 

There are sufficient existing services for the mentally ill. .64 

As soon as a person shows signs of mental disturbance, he should be hospitalized. .60 

The mentally ill are a burden on society. .53 

There is something about the mentally ill that makes it easy to tell them from nomial people. .51 

Locating mental health facilities in a residential area downgrades the neighborhood. .47 

The mentally ill should be isolated from the rest of the community. .45 

It is best to avoid anyone who had mental problems. .44 

Increased spending on mental health services is a waste of tax money. .43 

The best way to handle the mentally ill is to keep them behind locked doors. .40 

Mental hospitals are an outdated means of treating the mentally ill. .38 

Mental health facilities should be kept out of residential neighborhoods. .38 

One of the main causes of mental illness is a lack of self-discipline and will power. .34 


Cronbach’s Alpha = .79 


Note: * Items are reverse scored 
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Table 2 


Service Learning Experiences Item Mean Scores and Item-Scale Correlations for N = 25 Students 


Scale Items 

Item 

Mean 

Item 

SD 

Item-Scale 

Correlation 

Please rate your overall experience with the service-learning project in this class. 

6.3* 

1.1 

.81 

Please rate how effective the service-learning project was in helping you learn about people 
who have mental illness. 

6.1* 

1.2 

.87 

The reflection component of the service-learning project helped solidify my learning from this class. 

4.5** 

1.0 

.79 

The reflection component of the service-learning project helped me understand and modify biases 
and/or stereotypes I had against people with mental illnesses. 

4.6** 

.76 

.84 

The literature review was an important part of the learning that took place as a result of my 
service-learning project. 

4.0** 

1.2 

.82 

I feel that the service-learning project helped my views and perceptions of people with mental 
illness become more positive. 

4.8** 

.72 

.84 


Notes: Scale score out of 7 * 
Scale score out of 5 ** 


ert scale with 1 being “Strongly Disagree” and 5 
being “Strongly Agree.” Each item was worded posi- 
tively. The Coefficient Alpha reliability of the S-LE 
was .86 with strong item-total correlation coefficients. 

Design 

The experimental or Service-Learning (S-L) group 
consisted of students enrolled in a senior-level ser- 
vice-learning course in psychopathology entitled 
Abnormal Psychology. Students enrolled in this 
course had completed General Psychology as a pre- 
requisite, and were naive to the fact that the class 
included service-learning until the first day of the 
semester. This was the only section of Abnormal 
Psychology taught on campus during this semester, 
thus eliminating class or professor selection bias. The 
class is a popular elective course in our undergraduate 
degree program, and is a prerequisite for many grad- 
uate programs and professional degrees. Participants 
in the control group were enrolled in one of two upper 
division psychology courses which also required 
General Psychology as a prerequisite. We selected 
control classes of the same academic level (upper 
division) to equalize the overall amount of college 
experience between the two groups. The control 
classes we selected also were held at approximately 
the same time of the day as the experimental class, 
again, to further equalize potential bias between the 
two groups. Students in the control condition who had 
taken, or were currently taking, Abnormal 
Psychology did not participate in the study. 

The service-learning course was carefully planned 
and implemented to he a high quality learning experi- 
ence. We devoted a great deal of time and energy 
forming and cultivating professional working relation- 
ships with several community partners where the ser- 


vice-learning students volunteered. Eor the project, we 
developed tracking sheets, supervisor signature sheets, 
and formal letters introducing service-learning princi- 
ples to community partners. We also spent class time 
discussing ethical issues such as confidentiality, pro- 
fessional conduct and expectations, and vulnerabilities 
when working with people with mental illnesses. We 
wrote a service-learning liahility statement. Finally, we 
took the first two days of class to thoroughly review the 
project. During the semester, we made frequent con- 
tacts with community partner sites to see how the stu- 
dents were doing. 

Procedure 

Both groups completed the CAMI during the first 
and 13th week of the semester-long course. The S-L 
group also completed the S-LE after the 13th week. 
Between the first and second administration of the 
CAMI, students in the S-L group participated in a ser- 
vice-learning project related to material covered in 
class. Specifically, students began by writing an 8- 
page literature review on a topic related to the course. 
Information for the review was to be gleaned from at 
least 5 articles from professional journals or published 
books. Upon completion, students engaged in some 
form of organized and formal service for or with indi- 
viduals (or groups of people) dealing with some of the 
conditions described in their literature reviews. The 
assignment required a minimum 10 hours of direct 
contact service. Students were free to do all of the 
hours within a few days or to work fewer hours per 
week for a longer period of time. There seemed to be 
a good mix of both scenarios. In most cases, the com- 
munity agency determined the nature and extent of the 
services rendered. Some students served people who 
were not affiliated with mental health agencies. In 
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these cases, we worked with students to outline the 
type of service they provided. The course syllabus 
instructed students to focus on relating the experience 
they had in their service activities back to course con- 
tent and to pay particular attention to the attitudes, 
biases, and stereotypes they had about those with 
mental illness before their learning activity and how 
those attitudes may have changed afterward. At the 
end of the 13th week of class students submitted a 
portfolio documenting their service-learning experi- 
ence. The portfolio contained their literature review, 
documentation of their service contributions, and a 
thoughtful reflective paper describing what they 
learned from the entire experience. 

Our initial hypothesis was that participating in ser- 
vice-learning would reduce negative stigmas and 
increase positive attitudes toward those with mental 
illness. To test for effects of service-learning partici- 
pation, we examined a number of variables including 
CAMI score differences between the service-learn- 
ing and non-service-leaming groups 

Results 

Demographic Data 

The control and S-L groups were statistically sim- 
ilar in age. Chi-Square contingency tests found no 


statistically significant difference between the two 
groups for Sex, Work, or Family variables. 

CAMI Data 

Independent sample f-tests revealed that, at the 
beginning of the study, mean scores on each of the 
three factors of the CAMI did not differ between men 
and women, those who completed the study and 
those who did not, or for those participants who 
reported working at mental health facilities versus 
those who did not. Mean CAMI scores were further 
compared for students who reported having versus 
not having familial experience with mental illness. 
No significant group differences were found on the 
Fear and Exclusion and Lack of Good Will factors. 
However, students with familial experience had 
lower scores on the Social Control and Isolation fac- 
tor (M = 27.67, SD = 6.25) than those who reported 
no familial experience (M = 30.74, SD = 5.46; t (68) 
= -2.18, p = . 033). 

To test the effect of the service-learning experience 
on attitudes toward people with mental illness, we 
computed three 2-way mixed ANOVAs, one for each 
factor of the CAMI. The first factor was Group (S-L 
vs. control; between subjects). The second factor was 
Time (1st vs. 13th week; within subjects). For Fear 
and Exclusion we found significant main effects for 


Figure 1 

Pre and Posttest Mean Scores of Two Groups of Students on the CAMI Factor I Scale 
Measuring Fear and Exclusion 



Time 1 Time 2 


Control 

S-L 
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both Group and Time, but these were qualified by a 
significant interaction effect /^(1,52) = 12.63, MS^ = 
16.14, p = .001, = .20 (See Figure 1). To further 

explore the nature of the interaction, we calculated 
the simple main effect of Group within time using 
independent t-tests. The control and S-L groups did 
not differ from each other at time 1. However, the 
mean Fear and Exclusion score for the S-L group 
was significantly lower than the mean for the control 
group at the 13 week follow up, f(52) = -4.47, 
SEdifference = 1-88, p <.001. Students in the SL group 
were less likely to be fearful of people with a mental 
illness and less inclined to endorse their separation 
from the rest of society after their service-learning 
experiences. 

We found similar results for the Lack of Good Will 
Factor. Both main effects were significant, as was the 
interaction effect, F(l,53) = 11.01, MSg = 12.31 p = 
.002, X^ = . 17 (see Figure 2). Tests of the simple main 
effect of Group within Time showed that the control 
and S-L groups were not significantly different at the 
beginning of the experiment but the mean for the S- 
L group was significantly lower than the Control 
group at the conclusion of the study, t(53) = -4.50, 
SEdifference = 1-37, p < .000. Participants in the S-L 
group endorsed more feelings of good will and toler- 
ance toward people with mental illness. 

The results were consistent for Factor 3, Social 
Control and Isolation. Neither main effect was sig- 
nificant, but the interaction effect was, F(l,53), = 
7.85, MSe = 1 1.06,/; = .007, X^ = .13 (see Figure 3). 
Once again, the simple main effect of Group x 
Time followed the identical pattern. The S-L and 
control groups were not significantly different at 
the beginning of the study. However, the mean 
scores for the S-L group were significantly lower 
than the Control group at the conclusion of the 
experimental period, t (53) = -3.47, SEdifference = 
1.51, /; < .001. Participants in the SL group were 
less inclined to endorse efforts to control or isolate 
people who have mental illnesses. 

Seiyice-Learning Experiences Data 

Twenty-five students in the S-L group completed 
the S-LE along with the CAMI at the conclusion of 
the 13 week project. Their S-LE scores (M = 6.3, SD 
= 1.1) and (M = 6.1 SD = 1.2) out of a possible score 
of 7 on items #1 and #2 indicated that they consid- 
ered their overall experiences “Excellenf ’ in nature. 
Similarly, their scores (out of 5) on the item asking 
whether the reflection component helped solidify 
their learning (M = 4.5, SD = 1.05), the item asking 
whether the project helped them understand and/or 
modify biases or stigmas they had toward the men- 
tally ill (M = 4.6, SD = .76), the item asking whether 
the literature review was an important part of their 


learning (M = 4.0, SD = 1.24), and the item asking 
whether the project helped their views about people 
with mental illness become more positive (M = 4.8, 
SD = .72) all suggest that each component of the pro- 
ject was effective. 

Discussion 

As predicted, students in the service-learning class 
showed significant reductions in negative attitudes 
toward mental illness and the mentally ill across all 
three CAMI factors, while scores for students in the 
control condition remained unchanged. The fact that 
students in both the control and S-L conditions were 
similar in age, sex, years in school, academic majors, 
work experience with people who have mental ill- 
nesses, the number who had immediate family mem- 
bers with mental health diagnoses, and initial CAMI 
factor scores makes these findings even more com- 
pelling. These data provide evidence that reduction in 
stigma is possible in educational settings, especially 
in those settings in which curricular-based learning is 
combined with community service and a formalized 
reflection process. 

In this study the self-reported negative attitudes 
toward those with mental illness declined significant- 
ly more among the college students enrolled in an 
upper division service-learning course in Psycho- 
pathology over those college students enrolled in two 
other upper division psychology courses. Similar 
results have been reported by others (e.g., Wallach, 
2004), but this study addresses some of the method- 
ological issues noted earlier. In this study students 
were not self-selected into various pedagogical 
groups within the experimental S-L and control 
courses. Students in both groups were comparable in 
age, gender, and educational experience. Moreover, 
the participants in both groups had similar pre-class 
experience working with people who have mental ill- 
ness. These equivalencies minimize some of the 
sources of error that could have explained the vari- 
ability observed in the Wallach study. This is sub- 
stantiated by the relatively strong estimates of the 
partial eta squared effect size we reported above 
(Miles & Gilbert, 2005). 

The findings of this study support the broader the- 
oretical constructs of service-learning - that service- 
learning is a useful activity and an effective method 
of learning. Eurther, this study indicates that service- 
learning can be a useful method of reducing stigma 
toward the mentally ill. The outcomes of service- 
leaning as reported in this study may be explained by 
several social psychological theories. For example, 
the changes in attitudes among those participating in 
service-learning could have occurred because of a 
dissonance-reducing action, similar to that proposed 
by Aronson and others (see Aronson & Patnoe, 1997 
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Figure 2 

Pre and Posttest Mean Scores of Two Groups of Students on the CAMl Factor 2 Scale 
Measuring Lack of Good Will 



Time 1 Time 2 


Figure 3 

Pre and Posttest Mean Scores of Two Groups of Students on the CAMI Factor 3 Scale 
Measuring Social Control and Isolation 



Time 1 Time 2 
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Control 
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for a review); a mere exposure effect, such as that 
proposed by Zajonc (1968); or perhaps because of a 
process of interpersonal contact, such as that pro- 
posed by Allport (1954). 

Although each of these theories could account for 
the shifts in attitude change, we favor Aronson’s 
approach. Aronson and his colleagues’ research indi- 
cated that while exposure and contact were important 
components of prejudice reduction, these alone were 
insufficient to produce significant shifts in substantive 
attitude change. He and his colleagues indicated, 
through a series of studies and interventions, that 
interdependence of individuals is a central factor in 
reducing prejudice. We believe that a similar situation 
of interdependence is set up in a service-learning 
experience. Specifically, those who receive the ser- 
vice (in our study, those who are mentally ill) typical- 
ly need the service rendered, and those giving the ser- 
vice (in our study the students) depend on the recipi- 
ents to fulfill fheir course requirement. All parties are 
essential to the experience, ameliorating many of the 
social roles and expectancies involved in stereotypic 
thinking and attitudes. Further studies seeking to ver- 
ify this theoretical explanation are needed. 

Service-learning integrates volunteer service with 
course content. The analyses reported above suggest 
that the impact of this educational strategy is sub- 
stantial. However, this study is not without method- 
ological challenges. The sample size was limited and 
participants were quite homogenous in nature. To 
broaden the applicability of these findings, future 
researchers should include more participants from 
diverse backgrounds. Another potential factor influ- 
encing our results could be social desirability among 
those students in the SL group. Since both groups 
completed pretesting and posttesting, the effects of 
social desirability may have been stable across 
groups through the duration of the study. However, 
adding a measure of this dimension to act as a poten- 
tial covariate could enhance future studies. 
Expanding this research to include additional instruc- 
tors at other institutions is important to establish the 
external validity of these findings. Finally, we do not 
know how long lasting the effects of the service- 
learning experience might be. Longitudinal work in 
this area may glean important insights. 

Another issue might be the generalizability of our 
findings. This project occurred within the context of 
an upper division psychology course in Psycho- 
pathology. Additional research is needed to explore if 
these same effects could be gleaned from related 
classes in other disciplines. We believe that this type 
of project could easily be adapted for a wide array of 
courses containing content regarding people with 
mental illness. A few examples include sociology 
courses in deviance, courses in human genetics. 


training programs for law enforcement officers, 
classes for future medical practitioners, and educa- 
tional programs for social workers. 

While these methodological issues and logistical 
problems are challenging, the current results are 
promising and may provide some encouragement 
that modifying stigma is possible. The World Health 
Organization (WHO) estimated that in 1990 the cost 
to society for mental illness in the United States 
alone was $150 billion dollars per year (2003). These 
expenditures include costs for treatment, prevention, 
and indirect costs (justice system and lost productiv- 
ity). They noted that in some developed countries 
between 35 to 45% of work absenteeism is due to 
mental health related issues. Much of these costs are 
borne by the general public rather than health care 
organizations or insurance companies (Knapp, 
2003). Because of negative attitudes, stigmas, and 
stereotypes, those with mental illnesses have been 
hesitant, and sometimes resistant to seeking effective 
treatment, adding to the financial burden. However, it 
is very difficult to put a dollar figure on the human 
capital costs associated with inadequately treated 
mental illness. As a society, it would seem beneficial 
to seek ways to reduce stigma and open treatment 
doors to those in need. Reducing negative stigmas 
could also serve to augment the money devoted to 
researching and developing new and improved treat- 
ments. One way to reduce stigma and to affect future 
generations is through effective educational pro- 
grams in our systems of higher education. 
Incorporating service-learning into relevant course 
curricula may contribute to this goal. 
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